Objective: To understand the difficulties to implement patient safety strategies in the hospital environment from the perspective of nurse managers.
INTRODUCTION
Throughout history, though indirectly, the safety of the patient has been discussed as a minimum requirement for the quality of care, as shown by Hippocrates more than two thousand years ago when he said: "primun non nocere" or "first not to hurt" (1) . Later, another landmark was reiterated by Florence Nightingale when announcing "it may seem a strange principle to say that, as a basic requirement, in a hospital, harm should not be caused to the patient" (2) . In this context, it is possible to notice the historical restlessness about a (in) secure assistance provided to the patient.
In 1999, the report "to Err is human: building a safer health system" was published in the United States of America (USA). It found that between 44 and 98 thousand deaths were caused by errors in health care, and became a landmark for the beginning of the world movement for patient safety (3) .
In Brazil, decree no. 529/2013 of the Ministry of Health, instituted the National Program for Patient Safety (PNSP), with the aim to promote and support the implementation of initiatives aimed at patient safety (4) . In the same direction the Resolution of the Directors Board (RDC) no. 36, also from 2013, establishes concrete actions for the promotion of safe care, such as: the correct identification of the patient; effective communication between health professionals; security in the prescription, use and administration of drugs; safe surgery; hand hygiene to prevent infections; prevention of injury by pressure, and falls (5) .
The implementation of these actions is the minimum condition to find advances in the field of safe care (4) . However, the existence of organizational and individual barriers is still a reality for the consolidation of these strategies (5) , and this setting has contributed to the growing number of adverse events caused by a poor communication, low compliance to the identification of the patient; absence in the fulfillment of the protocols of prevention; and errors in the administration of drugs (6) . In a retrospective review of 1574 hospitalizations in the Republic of Ireland, the prevalence of adverse events was of 12.2%, with an incidence of 10.3 events per every 100 admissions, and more than 70% of the events were considered preventable. In addition, 9.9% of the events have caused permanent damage, and 6.7% have contributed to death. Such events increased 6.1 days of hospital stay, which represents a cost of 5550 euros per event (7) .
In this context, once the need to overcome the barriers that prevent or minimize the effect of patient safety actions is recognized, it is assumed that knowing the difficulties that permeate the implementation of such strategies can be a useful beginning to increase the (re) planning and implementation of them with a focus on safe care, which justifies the execution of investigations focused on this theme. In this situation, the importance of the nurse makes itself felt, since the role of this professional goes beyond the direct assistance, involving the management of care. Therefore, the nurse is a strategic player in the consolidation of the guidelines for safe care (5) (6) (7) .
Considering the above, this study is based on the question: what are the main difficulties in the implementation of strategies for patient safety, referred by nurse managers? Its aim is to understand the difficulties for the implementation of strategies for patient safety in the hospital environment from the perspective of nurse managers.
METHODOLOGICAL PATHWAY
This article originated from the dissertation entitled "Patient Safety in the perspective of nurse managers", presented to the Nursing Post-graduation Program of the State University of Maringá (8) .
Descriptive and exploratory study of qualitative approach conducted with nurse managers, working in four public university hospitals, located in the state of Paraná.
It is worth mentioning that the descriptive research makes it possible to describe the characteristics of a determined population or phenomenon, investigate the opinions, attitudes, beliefs, and, also, to discover the existence of associations between the variables studied (9) . Complementarily, an exploratory approach enables the researcher to formulate more precise problems or create hypotheses that can be investigated in the future (9) .
The setting of this study was composed of four hospital organizations, that in this study were called Hospital I, Hospital II, Hospital III and Hospital IV. The first hospital is located in the East region of the State and is a federal hospital with 406 beds. The second, in the North region of the State, is a state hospital, and has 313 beds. Hospital III is in the Northwest region of the state and is a state hospital with 123 beds. Finally, Hospital IV, located in the West region of the State, is also a state hospital and has 195 beds.
The research participants were nurses who did not perform direct care activities to the patient, the "nurse managers", and who accepted to participate in the study. It is worth mentioning that addressing nurses in management positions was intentional, because they are responsible for the execution of organizational goals, for example the deployment of security strategies, the focus of this investigation (8) .
The inclusion criteria were to have been acting for more than a year in the institution and to have been in the job for at least six months. The exclusion criteria included those who were not able to participate in the study, who refused to participate, and those who were on medical leave or on vacation.
The data were collected between January and March 2015, through a semi-structured recorded interview, with the following question: Talk to me about the difficulties in the implementation of the strategies for patient safety in this hospital.
Subsequently to the interviews, the data were transcribed in full, and then manually analyzed, through the technique of Content Analysis, thematic modality (9) .
In the pre-analysis each interview was read superficially/floating, highlighting the points of interest, which was followed by in-depth and thorough readings of all the material, with encoding of the messages existing in the texts (9) . Stands out that the excerpts of the reports have been edited to correct grammatical errors without, however, changing their content.
To preserve the identification of the participants, the passages were coded with the letter "E" meaning "Interview", followed by an Arabic numeral indicative the chronological order of realization of the interview, and the letter "H", to which a number from 1 to 4 was randomly assign to indicate the different "Hospitals" where the interview took place.
This study is part of a larger project entitled "Management in Health/Nursing: Quality and Patient Safety at University Hospitals", that was submitted to the Committee of Ethics in Research Involving Human Beings, of the State University of Maringá, and was approved under protocol number 1.158.794. It should be noted that the participants signed the Term of Free and Informed Consent after being informed about the research objectives.
RESULTS
The study included 72 nurses. 19 (26,4%) from H1; 28 (39%) from H2; 11 (15.2%) from H3 and; 14 (19.4%) from H4. In all hospitals, there was a higher prevalence of the females (H1= 94.7%; H2= 92.9%; H3=82%; H4=86%). Regarding age, 47.3% (n=19) of the nurse managers of H1 were between the ages of 50 and 59 years; 42.8% (n=12) from H2, and 63.7% (n=11) of the H3 were respectively between 40 and 49 years. In H4, 71.4% (n=10) of the nurses were between the ages of 30 and 39 years.
From the contend analysis, three categories emerged that reflected the difficulties in the consolidation of strategies for patient safety: Inadequate sizing of nursing staff; Lack of support of the top management: from policies to concrete actions and; Lack of adherence of the professionals to patient safety strategies.
Inadequate sizing of nursing staff
The study participants reported, as one of the barriers to consolidate the goals of patient safety, the inadequate sizing of the nursing staff, as can be noted in the verbatim:
[...] the lack of staff in the nursing team is a very important difficulty. We are not able to make progress with the implementation of the goals [of patient safety] (E2H1).
[...] we need more nurses to be able to work with more safety and quality (E21H2).
[...] the reduced of nursing staff prevents the implementation [of the safe care strategies] (E4H1).
The scarcity of human resources affects the quality of service that we want to offer (E5H4).
The nurse managers were emphatic to clearly describe that the insufficient number of workers, especially of the nursing team, is a key point that makes it difficult to offer a safe and qualified care, and therefore, to the implementation of strategies for patient safety:
The great difficulty, the obstacle that we have [for the implementation of strategies for patient safety] is the restriction of the number of professionals, because there are many medical consultations, procedures, patients with high degree of complexity and a reduced number of nursing professionals to do these things (E11H3).
It would be much better for the patient if there were more staff to take care of them (...) they would be more secure (E9H2).
[...] I think that the great barrier to anything is the lack of workers because then, everyone gets overwhelmed and we don't have time to provide better quality assistance (E1H3).
The discontentment of the nurse managers with the sizing of the nursing team reflected in the difficulties to implement the safety strategies for the patient.
Lack of support of the top management: from policies to concrete actions
Another aspect mentioned by nurse managers in the study, in relation to the difficulties for the implementation of safe practices, concerns the shortness or even absence of support from top management:
The Direction of the hospital must be involved, otherwise there will be no progress in the issues of security [for the patient] (E2H1).
The lack of encouragement of top management is a difficulty to implement security strategies for the patient (E2H4).
There is a lack of personal and collective stimulation for the employees, I feel alone in everything that I plan, we don't have support from the top management (E8H3).
The biggest issue [difficulty], in my opinion, is that the Director [of the hospital] must prioritize these actions and strategies [of patient safety], so that the group has success in its actions (E4H3).
In this thematic category, the absence of an institutional policy concerned with the safety of the patient was also mentioned, which should start by the top management of the institution, as described below:
[...] I feel the lack of a policy dedicated to the safety [of the patient], this is missing here [the hospital] (E11H2).
What made it difficult [to implement strategies for patient safety] was this issue that there isn't a policy of quality and security in the institution. This gives us the impression that the search for quality and patient safety is because a specific person wants to. The other [employees] are not able to understand that this must be an institutional concern (E11H2).
After that, the nurse managers reported that the support deficit of the top administration of the hospitals, interfered with the dissemination of the safe care police and in the implementation of concrete actions aimed at the safety of the patient:
In addition to the resistance of the professionals, perhaps the resistance of the Management also. The lack of appreciation of this service [the Patient Safety Centers], of the functions they perform (E3H4).
[...] another issue is when the Management does not assume this [the actions of patient safety] as a necessary strategy, this complicates the implementation of the strategies [of patient safety] (E7H4).
[...] the greatest difficulty is that the Management does not define who does what, because the lack of direction of the functions of each leadership [to implement actions aimed at patient safety] leads to work overload of the professionals and makes it difficult to provide patient care with quality(E10H4).
The reports presented in this category show the importance of the involvement and direction of the top administration for the success of the implementation of strategies aimed at the promotion of safe care. In addition, the nurses go further, referring that adhesion, of the staff working in direct care, to the strategies of patient safety, was also a barrier to the effective implementation of such actions.
Lack of adherence of the professionals to patient safety strategies
In addition to the difficulties listed on the inadequate dimensioning of nursing staff and in the lack of the support from the top management towards an effective implementation of the strategies for a safe care, the nurse managers also mention that professionals involved in direct assistance do not always adhere to the actions proposed and/or do not understand the reasons of such initiatives:
[...] the fact the nurse always thinks that it is more work, that it is one more task, an obligation, prevents the Program' s [of patient safety] consolidation (E3H1).
[...] you have professionals that don't understand the importance [to promote security actions], and boycott what will be implemented, this is a weakness (E11H1).
[...] the existence of many people who still do not recognize the importance of these actions [of patient safety], that are opposed to changes, who see no sense in doing it and end up boycotting the implementation of the goals of patient safety (E11H1).
I feel a lot of difficulty to convince the colleagues [health care professionals] that that action [of patient safety] is important (E22H2).

The nursing staff members have difficulties to incorporate into their routine the safety goals. For example, the importance of hand hygiene (E8H2).
In addition to the lack of recognition of the importance of promoting actions of security, another aspect related to Rev Gaúcha Enferm. 2019;40(esp):e20180366 the lack of adhesion is the resistance to changes and to adaptations in the institutional routines:
[...] it takes you more time to achieve the objectives because, you have to repeat [the security measures] one, two, anyway, as many times as necessary. We have a profile of resistant workers, who do not accept change (E11H1).
There is resistance of professionals from all levels and lack of perception of the importance, perhaps due to little knowledge, perhaps because of a lack of motivation. We know that there are professionals that are not willing to insert new routines in their work process and this makes implementation [of strategies for patient safety] difficult (E17H1).
People have resistance to everything here in the hospital, the professionals resist everything that is new, and this hinders the progress [of the implementation of the goals of patient safety] (E6H4).
It is noteworthy that in the perception of one of the participants the resistance to change resulted in feelings of de--motivation and distress for professionals who seek to promote improvement in the area of security, as indicated below:
[...] the lack of personal stimulation and collective encouragement in order for the change to happen. I have the perception that everything that you plan you do it alone. You plan an action, then one or two people buy the idea. But ten people try to knock your idea. You fight, fight and cannot get anywhere. This is distressing (E8H3).
Through the verbatim presented, it is observed that the difficulty of the professionals to adhere to the changes impacts negatively on the implementation of improvements related to patient safety.
DISCUSSION
Prior to the discussion of the themes found, it is important to reiterate, again, the value that the testimony from nurses in administrative positions has in the whole context of the management of actions of patient safety. This is because the consolidation of actions that improve safe care is, inevitably, permeated by a rational, persistent and strategic management (8) .
Another point to highlight is the fact that this research was carried out in public university hospitals, which constitutes a particularity, because at the same time that in these places there are continuous educational activities and a strong incentive to researches, it is known that the processes of change and improvement, in these institutions, are time-consuming, and this demands from the hospital management permanent and compatible actions that are in accordance with the reality of a service of high complexity administrated by the government (10) .
Regarding the aspect pointed out as being of greater importance, the inadequate size of the professional team, a study points out that the deficiency in this variable compromises the quality of care (6) . This is because, as another study indicates, there is a higher propensity to the occurrence of incidents in environments in which there is a deficit of professionals (11) .
To explain the magnitude of this situation, a metanalysis of 87 studies explored the relationship between nursing human resources dimensioning and in-hospital mortality. This study found a reduction of 2% to 7% in the mortality rates in the institutions in which there was adequate dimensioning of the nursing team (12) . Another study, conducted in South Korea, corroborates the above-mentioned finding, upon concluding that an unsafe care has a direct relation with a reduced number of nurses (13) .
The inadequacy in the number of workers can also influence job satisfaction, which is an indicator of the quality of human resources management (14) . In this context, even though the nurse managers cited the undersizing as a fact that hinders the implementation of strategies of patient safety, it is undeniable that this reality also contributes to other undesirable outcomes in hospital organizations.
In the idea that one of the main motivators for the satisfaction of the health care professional is the quality of care and that this has direct relation with the safety of the patient, it is important to mention the concept of the "Quadruple Aim", which is a strategy to improve the health care system, focused on four dimensions: to improve the experience of the individual in relation to care; improve the health of populations; reduce the per capita cost of health care; and improve the experience of health care assistance (15) . In the latter, the importance of health professionals in providing quality and safe care stands out (16) .
About the above-mentioned principles, it is understood that, by ensuring to the health professionals happiness and meaning at work, the result can be a feeling of success, and consequently, reflect in the provision of an excellent and safe care. Such feeling, which is certainly the product of many factors, possibly has a relation with the acceptance of the management strategies adopted in the institution.
Regarding the support of top management for the implementation of actions aimed at patient safety, a study with 91 nursing professionals working in pediatric emergency services found a greater fragility in the dimension "Support from hospital management for patient safety" with 55% of negative responses (15) . In this context, the top management has an important role in the consolidation of security practices, aspect that is also perceived by nurse managers, as they realize that the deficiency of support from the high-level management, has a negative impact in the implementation of strategies with a focus on safe care.
The top management has a primordial decision making power to promote the improvement of the quality and the success of the implementation of the goals of patient safety (17) . Thus, it is necessary that the members of this administration support the development of actions and processes, and engage themselves directly in the issues related to a safe care (18) .
The support of the top management passes through the process of recognition and understanding of the importance of the Patient Safety Centers (PSC) at hospital institutions, because they are responsible for the selection and composition of the PSC, giving to their members authority, responsibility, and power to perform the actions of the Patient Safety Program(PSP) (3) .
Regarding the deficit on the adherence of professionals to the strategies of patient safety, it is known that in organizations where the values are not grounded in the culture of safety, the adherence of professionals to the safety of the patient tends to be poor. Literature (5) points out that non-compliance can generate negative implications in the success of the security actions developed. The lack of awareness about the importance of adopting safe practices when providing assistance, as well as the resistance to changes, can be understood as a challenge to the implementation of the security program, considering that for organizational changes to be effective it is necessary to raise awareness and engage different professionals about the promotion of a safe care environment (8) .
Specifically about the awareness of the importance of safe practices, the literature portrays that the concept of security has evolved between health care professionals and other areas present in the health institutions, including the top management, which encourages the involvement of the institution as a whole (19) . A study on adverse events suggests as a conduct to end the gaps in the adherence of the professionals, actions of continuous and permanent education, that promote discussion and dissemination of the thematic of patient safety and best practices (19) . Such initiatives are considered as promising because they can result in a stimulus to the adoption of proactive conducts by the health professionals.
It should be noted that the engagement of people for the safety of the patient contributes to effective teamwork and to the co-responsibility among those involved. For this relation to happen and be consolidated, an approach in all areas involved in the health institution is necessary, mainly from the leadership, to promote conditions of work that encourage partnerships and practices for the implementation of a safety culture (20) . This organizational change can be considered challenging; however, it is extremely significant to the advance of an excellent and safe care.
FINAL CONSIDERATIONS
The nurses listed the reduced size of the nursing team, the lack of support from the top management and the lack of compliance from direct care professionals as major difficulties for the implementation of strategies of patient safety. However, it should be noted that this process of change of institutional culture to a culture of safety is determined by the need for investment in initiatives of permanent and continuous education. In addition, it is necessary to raise awareness and involve from the top management to the employees of the front line, aiming at offering an excellent and safe care, especially in the context of an inadequate number of professionals.
There are limitations in this research, such as the participation of workers of the same professional category, working only in public university hospitals. However, it is assumed that the study has value because, in the context of practice, it can contribute to the institutions to be more assertive in the planning and implementation of strategies for the promotion of security. As to the scientific field, the study contributes to the acquisition of knowledge on the subject of patient safety, more specifically regarding its implementation and/or development, by pointing out the difficulties that emanated from the perception of nurses with leadership position. And in the educational area, the discussion about patient safety and promotion of safe practices may support the development of skills and management expertise during the period of education, consequently improving the professional performance.
